The term community has many definitions and invokes different meanings for occupational therapy practitioners when they hear the term community practice. At its simplest, community refers to a person's natural environment, that is, where the person works, plays, and performs other daily activities. On the basis of that definition, it follows that community occupational therapy practice refers to the delivery of services in natural settings, such as schools, day-care centers, community centers, housing units, homeless shelters, places of worship, work sites, health care settings, or community agencies, versus institutional settings (Vanier & Hebert, 1995) .
Community is also defined as a group of persons who are connected through common activities, work, interests, culture, beliefs, geography, health conditions, or other factors (Condeluci, 1995; Finlayson & Edwards, 1995; Israel, Checkoway, Schulz, & Zimmerman, 1994; McKnight, 1992) . In that sense, community moves beyond location and refers to relationships. This definition of community has implications for ways of practicing, not just locations of practice. Key features of community practice from this perspective are that it is client centered (i.e., tailored to meet the needs of clients, involving clients in the process) and that it addresses not only the person, but also other societal and environmental factors that affect health.
There is no dispute that the delivery of health care is changing by virtue of reimbursement mechanisms. Fee for service is dwindling as a variety of managed care structures are on the rise. Medicare and Medicaid are also experimenting with managed care options. These shifts have vast implications for who delivers care, where it is delivered, what type of care is given, how much it COSts, and who pays for it. Baum and Law (1997) described a changing health system paradigm that focuses on (a) health rather than illness, (b) community approaches rather than medical interventions, (c) abilities and quality oflife rather than deficits and survival, (d) personal versus professional control and responsibility, and (e) prevention rather than treatment.
These changes demand alternative ways of practicing occupational therapy. Yet, there is a rich history of the profession's involvement in and commitment to a broader view of practice that is consistent with the "new" paradigm. Finn (1972) , Jaffe (1986) , Reitz (1992) , Finlayson and Edwards (1995) , and others have written about the foundations of occupational therapy; the philosophical "fit" among occupational therapy, prevention. health promotion, and community approaches [0 practice; and the need to rerurn to the foundations upon which occupational therapy was built. Reitz (1992) stated that it is clear that occupacional therapy's leadership has long recognized the philosophical need for a commitment ro improve society through pteventive health interventions. Occupational thetapy literature can stimulate the development of new and creative interventions ro promote the health and wellness of the society. By expanding occupational therapy's effons in community preventive interventions, conduccing research on the impact of such programs, and teporting the cOSt savings in both human and financial terms, the profession may once again be proactive and serve the pragmatic ideals of ics founders. (p.54) Intervention at the community level moves beyond the individual treatment of a client to working with systems that affect the ability of an individual or group to achieve work, leisure, and social goals. These interventions are more likely to focus on changing the environment (i.e., physical, social, cultural, economic, institutional) than on changing the person (Law, 1991; Robnett, 1997; Vanier & Hebert, 1995) .
Embracing expanded roles for occupational therapy means a whole new array of funding possibilities. The community practice role may, or may not, include delivery of direct clinical service; however, it will likely include service as a consultant, program coordinator, case manager, researcher, educator, independent living skills supervisor, job coach, trainer, or advocate (Devereaux, 1991; Ellenberg, 1996; Lysack, Stadnyk, Paterson, Mcleod, & Krefting, 1995; Quinn, 1988; Strickland, 1991; West, 1967) . Rather than thinking only in terms of reimbursement for clinical services, practitioners can explore jobs and sources of funding or payment for these emerging roles.
Starting Where One Is
There are different approaches to securing payment for occupational therapy services in the evolving health care system. One is to work from the "inside out"; that is, the practitior,er starts where he or she is and attempts to expand his or her role. At the Program in Occupational Therapy at Washington University, community practice faculty members decided to look at our existing contracts from an ecological perspective and see whether we could "stretch" them from individually focused medical treatment approaches to something broader. For example, in one school where the oCCllpational therapist is providing services to children with social and behavioral disorders, we began discussions with the program director, principal, and faculty members about working with children in groups tha, go beyond traditional fine motor and sensorimotor approaches to encompass work on social and life skills development. While still meeting the need-and a contractual obligation-for occupational therapy treatmem, we were able to begin expanding occupational ther-
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If a practitioner works in a medical or rehabilitation setting, or any setting where he or she is providing direct service, there are ways to expand occupational therapy into broader arenas:
• Reading and learning about managed care and new models of practice in order to offer expertise when decisions are being made in the organization • Learning about local, state, and federal policies that affect practice and clients' ability to pursue their goals and learning about how to get involved in changing policies and laws • Identifying persons in the institution who are making changes (formal and informal leaders) and then building trust, respect, and rapport with decisionmakers and change agents in the facility 
Moving Outside the Medical Model
Exploring payment from "outside" the medical reimbursement model requires a clear understanding of health from a socioecologic perspective as well as belief that occupational therapy practitioners can effectively and appropriately intervene at any level. Ecology looks at the interrelationships between organisms and their environment. Socioecologic perspectives on health recognize that there is a range of psychosocial and environmental conditions that influence people's health, health behavior, and ability to perform life roles. Law (1991) labeled the levels of environment as (a) individual, (b) household, (c) neighborhood, (d) community, and (e) province or country. Similarly, in a socioecologic health-promotion planning framework called MATCH (Multilevel Approach to Community Health), Simons-Monon, Greene, and Gottlieb (1995) described five societal levels:
1. Individual (patient, client, customer) 2. Interpersonal (family members, friends, providers) 3. Organizational (decision makers, planners, implementers in agencies, businesses) 4. Societal (citizens, activists, leaders, general public) 5. Governmental or policy (planners, policymakers, implementers at local, state, and national government levels)
In this framework, program objectives may be specific to any of these societal levels and applied to any number of practice settings, opening up multiple points of intervention and requiring different approaches (see Table 1) . At each societal level, one can ask: What suppOrts clients' ability to achieve their goals? What stands in their way? What are the goals appropriate at each level, and who else has involvement or interest? How could a win-win collaboration be developed? An example of an organizational-level collaboration is the Sr. Louis Home Accessibility Project developed by the Program in Occupational Therapy at Washington University. Because the goal is to focus on the prevention aspects of home evaluation and modification for frail, elderly persons, members of the community practice team worked to reach older adults in the community through various channels. As part of our community needs evaluation and search for partners, we approached the Office of Community Development (OCD) in the county of Sr. Louis. The OCD oversees the Home Improvement Program (HIP), which provides technical advice and financial assistance to qualified homeowners for a variety of home repairs. Eligible repairs or modifications are those necessary to maintain minimum standards of health and safety. In addition to dealing with repairs, HIP covers the cost of labor and materials for accessibility modifications for low-income homeowners with disabilities.
Initially, we approached the OCD to see whether it had resources for home modifications for persons identified through the Home Accessibility Project and, if so, how we might refer our clients into its system. We also wanted to see whether it could identify clients in HIP who might need occupational therapy evaluations for home safety and accessibility. In short, we were hoping to establish a reciprocal referral arrangement.
After further exploration and a more thorough understanding of each other's services, we discovered mutual interests and goals, complementary skills, and a timely opportunity. The OCD was developing its annual proposal to the Department of Housing and Urban Development, which funds the HIP. We were given the opportunity to develop a proposal for funds that would be earmarked for home modifications and repairs for older adults and persons with disabilities who are eligible for HIP. This funding would also support the occupational therapy home evaluation. Our proposal was approved, and in January 1997, we began our formal relationship with OCD.
In the year between the application and award, the occupational therapist trained OCD's rehabilitation specialists on universal design, consulted on housing design for new construction, and began accepting referrals for occupational therapy evaluations. Again, while working at the individual level, we were also able to move into consultation and training roles.
Even further removed from the medical model is the Accessibility Center established by Hechinger Company, a home-improvement retail business in Washington, DC. The center was the result of an alliance between a freestanding accessibility store and Hechinger and employs an occupational therapist to provide professional rehabilitation expertise. It is a model that Hechinger hopes to expand to other area stores (Joe, 1996) .
Occupational Therapy in Primary Prevention
Although MATCH (Simons-Morton et al., 1995) focuses on primary prevention and health promotion, the concept is easily transferable to the community rehabilitation model described by Robnett (1997) . She described three phases of rehabilitation from a "circles of support" (p. 32) model, beginning where (a) the patient is institutionalized and segregated from the community, moving to where (b) the client is deinstitutionalized and moved into the community, and f[Dally moving to where (c) the citizen is part of a community as an important contributing member.
Primary prevention focuses on groups of persons who
The American Journal ofOccupational Therapy might be at risk, and community rehabilitation targets persons who have been affected by an illness or injury. Regardless of where along the health care continuum the occupational therapy practitioner intervenes, it is useful to look at the entire range (i.e., health promotion, primary prevention, secondary prevention, tertiary prevention) because persons or organizations who are working at different points along the continuum are potential partners and funders.
An example of a funded partnership is the health promotion work the community practice team of the Program in Occupational Therapy at Washington University is doing with the Sr. Louis Area Agency on Aging (SLAM). The SLAAA contracted with us to develop and provide a 7-week health promotion course for seniors who attend SLAM congregate meal sites. Community practice therapists developed a manual and a train-the-trainer course so thar rhe program can be replicated by SLAAA staff members at other sites around the city. In this case, the occupational therapy practitioners served as program coordinators, consultants, and trainers in a program whose focus is . . primary prevennon.
Summary
The answer to who funds community practice is as varied as the roles occupational therapy practitioners are willing to fulfill. It is critical to be familiar with the major employers and funders of occupational therapy services and to work with those systems as they are changing in order to ensure that appropriate clinical services remain reimbursable. It is equally important to continue to move with the forces of change and ensure that occupational therapy once again takes its rightful place in prevention, health promotion, and community health. Jaffe's (1986) message is still pertinent today:
There is now a unique opportunity for occupational therapists to be among those detetmining significant changes in the outlook on health care. Healrh. considered in terms of individual and societal fulfdlment and accompanied by feelings of purpose and worth, has long been the goal of occuparional therapy. As healrh professionals, occuparional therapists must remember the philosophical orientarion of the profession and use theit many skills to develop rechniques and ptograms rhar enhance healrh, prevent disease, and improve rhe social c1imare rhat fosrers and promores a healrhy society. (p. 752) Looking at health from an ecologic perspective and at health care as a continuum from health promotion to tertiary prevention provides a guide to expanding occupational therapy roles. Getting funding may mean exploring new and different sources of funds, for example, local boards and foundations, voluntary health organizations, sororities, businesses, service agencies, lawyers, insurers, self-insured companies. and government (state departments of health, social services, mental health, aging, vocational rehabilitation, etc., and their local and federal counterparrs). It may mean developing new partnerships and new skills. It may also mean working under different job titles in a variety of agencies. The implications are considerable: As the role of occupational therapy expands, so do the funding options....
